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A CASE OF PERFORATION OF STOM- 
ACH RESULTING FROM GASTRIC 
ULCER; LAPAROTOMY; 
RECOVERY. 


By R. T. Srrarron, M. D., of Oakland, Cal., 
Surgeon to the Receiving Hospital. 


Jerome P., an American, age 35 years, 
long-shoreman, was admitted to the 
Receiving Hospital at 6:15 P. M., June 
5, 1901.. He was suffering with intense 
abdominal pain, which was unrelieved 
by the application of heat locally, the 
use of chlorenodyne by the mouth, and 
the hypodermic administration of mor- 
_ phin sulphate gr. } with atropin sul- 
phate gr. z4,;. When I arrived at the 
hospital, perhaps three-fourths of an 
hour subsequent to his admission, | 
found the patient with all the marks of 
physical agony. He was in the sitting 
posture, bent well forward, his fore-arms 
pressing on his abdomen, his face pale 
and cyanosed and suffused with perspi- 
ration; his facial expression and vocal 
ejaculations were those of intense sut- 
fering. His mind was clear. The pulse 
was of normal rate but had gained in 
size and tension under the effect of the 
anodynes. His principal complaint was 
that of intense pain, worse at intervals 
localized over a small area about two 
and a half inches below the ensiform 
cartilage, radiating from that point 
downward and upward into the chest. 
The intensity of the pain had increased, 
notwithstanding the narcotic; his pallor 
continued; cold perspiration covered 
face and body. His pulse was &4, his 
temperature 98, respiration 24. At 8:30 
P. M. his temperature had fallen to 97 
degrees. He was not vomiting; there 
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was no tympanites; his abdominal wall 
was extremely rigid and held motion- 
less. His suffering precluded my ob- 
taining an elaborate antecedent history 
at the time, but enough was elicited to 
convince me that the man was suffering 
with perforation of a gastric ulcer, and 
that surgery offered the only hope. Dr. 
Ewer arrived in a short time and con- 
curred in the diagnosis and proposed 
lhe more complete pre- 
vious history, secured in. part before 
operation and more fully during conwva- 
lescence, was that for about five years 
past he had suffered at intervals with 
what several physicians had termed 
“indigestion.” JI may here parenthet- 
ically state that in my experience no 
disease susceptible of accurate diagnosis 
is so frequently wrongly understood by 
the medical attendant as is gastric ulcer- 
ation. In this case these spells con- 
sisted of attacks of gastric pain lasting 
a week or ten days, and coming on at 
intervals of four or five months. They 
did not seem to be induced by indiscre- 
tions of diet but rather by exposure to 
wet and cold. hen there would be 
localized tenderness over a small area of 
the epigastrium, always the same spot 
being tender during the recurring at- 
tacks. The pain was more severe when 
the stomach was empty, and at least 
temporary relief was obtained by eating 
or drinking hot fluids. He never vom- 
ited either blood, food, or gastric secre- 
tions. He, however, had nausea during 
these attacks, and he was then costive. 
His general health was soon well re- 
stored, and he was able to perform hard 
manual labor. The tenderness in the 
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epigastrium would disappear between at- 
tacks. Every year these spells, while not 
more frequent in recurrence, became 
more severe. For 10 to 12 days prior to 
admission he had had more gastric pain 
than customary, the usual constipation 
accompanying. He was, however, able 
to work, and at 5 P. M., when in the act 
of lifting a sack of sugar, he was taken 
with a sudden intense pain in the stom- 
ach. This lasted 15 or 20 minutes, and 
then completely disappeared for ten 
minutes, and then recurred with extreme 
violence, whereupon he was brought to 
the hospital. Under ether anesthesia, 
the operation was begun. A median 
incision was made from the ensiform 
cartilage to the umbilicus. Before the 
incision was completed an_ incident 
occurred which, although without scien- 
tific importance, is of practical interest 
to the surgeon, as showing that he must 
know the ground whereon he is stand- 
ing and have the courage of his convic- 
tions. Word was brought into the 
operating room that a brother of the pa- 
tient had just arrived, and that he stated 
that the man we were operating on had 
often had similar attacks to the one he 
was now suffering with, that he was sub- 
ject to spells of neuralgia of the heart. 
The import of the message was tia: v 
operating was-unnecessary and that we 
were proceeding at our own risk and 
responsibility. I assure you, gentlemen, 
for a moment or so my sensations were 
not pleasant. A hasty mental review ot 
the basis of my diagnosis ar’ 

however reassured me that there could 
be no mistake, and yet I confess to a 
great sense of relief when the next stroke 
of the knife opened the peritoneum and 
a gush of gas came from the abdominal 
cavity. Chemically it would not have 
conformed to the standard, but in a very 


it was illuminatin as 
tre sense it was ating gas, 


“Translucent milkish fluid was found free, 
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bathing the viscera. The intestines 
were quite markedly injected. The 
stomach had fibrinous flakes on its sur- 
face near the pylorus, from which local- 
ity the fluid seemed to come. A small 
“punched-out” perforation, circular in 
shape and nearly one-eighth of an inch 
in diameter, was readily discovered in the 
anterior wall of the stomach near the 
pylorus about two inches from the great 
curvature. lhrough this opening the 
gastric contents exuded. The stomach 
in the neighborhood of the perforation 
could not be brought well up into the 
abdominal wound, but rather than make 
a transverse incision in the abdominal 
wall, which would have greatly facilitated 
the suturing of the stomach, but which 
in a laboring man might have induced 
serious subsequent disability, I deter- 
mined to suture it through the original 
operative wound. Although quite dif- 
ficult, it was accomplished. Two Czer- 
ney sutures were first applied, and the 
opening into the stomach closed. About 
eight Lembert sutures were then in- 
serted, and the ulcer folded in and the 
aperture well covered with peritoneum. 
The peritoneal cavity was irrigated with 
hot saline solution. Two large gauze 
drains were introduced to the neighbor- 
hood of the ulcer. The abdominal wail 
was closed except where the drains were 
placed, with through and through silk 
worn gut sutures. Secondary sutures 
were applied so as to close the wall after 
the removal of the drains. The opera- 
tion was concluded without shock. On 
regaining consciousness there was ab- 
sence of severe pain. Nausea and vom- 
iting, although not severe, continued for 
two days. Noticing that the vomitus 
was strongly acid I administered sodium 
bicarbonate, with promptly favorable ef- 
fect upon the gastric unrest, and it 
caused no further disturbance. On 
June 6 the temperature reached its high- 


est point, 102 degrees. By the gth it 
was normal, and continued practically at 
that point. Alimentation was effected 
by the bowel entirely for nine days, and 
consisted of deci-normal saline solution 
and peptonized milk and beef broth. 
Peptonized milk I oz. every two hours 
was then administered by mouth. After 
two days the amount was increased to 2 
ounces and panopepton and later liquor 
peptinoids were added, the latter causing 
less gastric disturbance. Kectal teed- 
ing was continued to some extent. On 
the 17th day a poached egg was given, 
and thereafter a gradual return to gen- 
eral semi-solid diet was effected. On 
the 7th of June under primary anesthesia. 
by chloroform the gauze drains were re- 
moved. They had every appearance ol 
asepsis and were only superficially reap- 
plied. The perfect union of the oper- 
ative wound was delayed at a mere point 
by a sinus caused by a failure to cut off 
and remove the long ends of two of the 
fine silk sutures in the _ gastric wall. 
Whether such an oversight could occur 
in a similar operation conducted by good 
daylight, I doubt. It was a very par- 
donable oversight, at any rate, consider- 
ing the fineness of the sutures. On June 
23d obscure signs of right-sided pleu- 
risy were detected. On thé next day, 
contrary to my usual mode of procedure 
of delaying aspiration until the’ subsid- 
ence of acute symptoms, I drew off six- 
teen ounces of fluid. ‘The effusion never 
returned. This complication can be re- 
garded as dependent only indirectly, if 
at all, upon the gastric lesion or opera- 
tion. The patient left the hospital July 
14, the small sinus still present but in a 
very fair condition of health. He was 
given instructions as to diet in relation to 
his gastric condition. On November 3 
he wrote me: “I am glad to tell you | 
am feeling fine just now. The sore has 


healed perfectly. 
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Have no indigestion. 
The only trouble at times is a burning 
sensation near the inside wound.’ Later 
he was in apparently perfect health. 

Experience has shown that thechances 
of recovery are better when the ulcer is 
folded in, rather than exsected and su- 
tured. ‘This can only be for the reason 
that the latter procedure requires more 
time, and results in a larger gastric 
opening, with increased liability to leak- 
age of the stomach contents, as well as 
the liability of the hand of the operator 
and assistants becoming contaminated. 


.It must be admitted, however, that the 


removal of these chronic ulcers is the 
ideal procedure. In case the patient’s 
general condition at the time of the op- 
eration is good, and the ulcer can be 
brought well forward so as to permit 
easy suturing, and time can be taken to 
prevent further contamination of the ad- 
jacent peritoneum, and the hands can be 
cleansed as. frequently as necessary, I 
should not hesitate to do the more rad- 
ical operation. The case also empha- 
sized the importance of what is begin- 
ning to be advocated in. regard to 
chronic gastric ulcer, viz., excision, 
when medical treatment fails to cure. 
It should be well understood that no 
treatment that is not accompanied with 
prolonged rest in bed from five to seven 
weeks should be considered proper, or a 
fair trial of that form of treatment. My 
own experience with cases of ulcer of the 
stomach leads me to expect only in a 
minority of cases a history of hemor- 
rhage. But whenever a diagnosis of 
gastric ulcer is based largely upon the 
presence of a small persistent localized 
area of tenderness in the epigastrium, 
and treatment appropriate to that diag- 
nosis is entered upon, I have not as 
yet been disappointed in the results. 
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CHRONIC URETHRITIS AND ITS 
TREATMENT BY EXTRACT 
OF SUPRARENAL 
CAPSULE. 


By GeorGE L. Eaton, M. D. 


There is no other disease whose treat- 
ment is so little understood as chronic 
urethritis in its various forms. This is, 
however, usually due to a lack of care 
and proper appreciation in studying out 
the exact pathologic changes that have 
taken place in the case under study. 
Certain lesions, whose nature can only 
be accurately diagnosed by means of 
the urethroscope, have in my practice 
proven amenable to applications of the 
suprarenal extract or its alkaloid ad- 
renalin, and to this class of cases I wish 
to call special attention in this paper. 

In the urethroscope we have an in- 
strument by which we can bring into 
actual view the whole of the mucous 
membrane of the urethra, and thereby 
accurately diagnose the many conditions 
that produce practically the same exter- 
nal and subjective symptoms. Once the 
character of the abnormal process 1s 
properly understood, a rational and usu- 
ally efficient line of therapy can be in- 
stituted. It is commonly supposed that 
chronic urethritis is usually associated 
with some process involving the pos- 
terior urethra. There could not be a 
more mistaken idea, since the anterior 
urethra is affected at least twice as often 
as the posterior. The great number of 
glands and follicles in the former will 
account for the disproportion. The 
glands and follicles, which are especially 
numerous in the middle third, naturally 
offer hiding-places, as it were, for the 
-gonococcus, where it can remain until 
circumstances will allow it to set up fresh 
inflammation. The chronic condition 
existing between attacks is often aggra- 
vated by astringent injections, which may 
even aid the hemming in of the gono- 


coccus, and so render necessary on the 
part of nature extraordinary efforts to 
remove the offending organism from the 
lymphatic spaces and vessels. A chronic 
engorgement of the infected glands and 
follicles results, and ultimately the 
neighboring mucous membrane becomes 
eroded. The orifices of the follicles and 
ducts are dilated, and on urethroscopic 
examination they can be seen as gaping 
mouths surrounded by red areole, and 
frequently giving off muco-pus, and, if 
not filled with the secretion, the inflamed 
cavity may be seen. A microscopic ex- 
amination of the discharge from the fol- 
licle often gives a negative result. To 


this form of trouble I have ‘applied the 


name of chronic urethritis. It is further 
characterized by a tendency of the sub- 
epithelial tissue to become infiltrated with 
embryonic cells, which in time are trans- 
formed into fibrous tissue. In this vari- 
ety of urethritis I have found the extract 
of the suprarenal glands of marked 
therapeutic value; apparently it does not 
act as a direct astringent, as do the zinc 
salts, but as a direct stimulant to the 
muscular coats of the blood-vessels. In- 
flammation is thus subdued and absorp- 
tion of embryonic tissue brought about. 
The general tone thus given to the ure- 
thral structure allows it to cope with and 
destroy any organism which may yet re- 
main. In those cases of chronic ure- 
thritis in which the posterior urethra is 
involved, we find, upon urethroscopic 
examination, about the same condition 
as described above, although there is 
usually a greater tendency to ulceration. 
and consequently a more abundant secre- 
tion. In this situation, therefore, the 
symptoms are more annoying, and fre- 
quent desire to urinate is more often 
present. 

The following cases will illustrate the 
value of suprarenal extract in this class 
of cases :— 


Case 1. Mr. M. contracted gon- 
orrhea in the fall of 1899, and consulted 
a druggist, who prescribed a_ solution 
of zinc. His condition became chronic, 
and afterwards he resorted to numerous 
popular remedies, and also consulted a 
number of physicians, but was not 1m- 
proved. Upon careful urethroscopic ex- 
amination, [| found the mucous mem- 
brane of the anterior urethra, and espe- 
cially Litter’s glands, swollen, and 
showing in places signs of ulceration. 
The posterior urethra was practically 
normal, except a slight dilatation and in- 
flammation of the right ejaculatory duct. 
Digital examination of the prostate and 
senrinal vesicles showed an_ enlarged 
right vesicle. The urethral discharges, 
upon microscopic examination, con- 
tained gonococci and a bacillus morpho- 
logically identical with bacillus coli com- 
munis. ‘The urine first passed contained 
numerous tripper-faden epithelial cells, 
from the prostate follicles and seminal 
vesicles. ‘he treatment in this case con- 
sisted in massage of the seminal vesicles 
and daily injection of the following mix- 


tures :— 
Ext. suprarenal Cap:........ + cecessens yi 
PAG. VHOPICEE oo once scccccccciscsas els XX 
Aquz cinnamoml............:....65 Ziv 
Aquz camphor ...... ...... es a Ziv 
Aquz destil., q: S.; ad............... Z il 
M. ft. sol. 


Macerate for one hour, and then filter. 

After two weeks of this treatment, his 
discharge ceased, and, upon urethro- 
scopic examination, the urethra showed 
ereat improvement, and at the end of 
one month he was discharged as cured. 
An examination at the end of nine 


months showed the urethra to be in a 
normal condition. 

Case 2. P. M., age 17, contracted 
gonorrhea about six months previous to 
his visit. All discharges had ceased, 
but the first urine passed contained nu- 
merous tripper-faden pus and _ epithelial 
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cells from the posterior urethra. The 
most distressing symptom, that reminded 
him of his old trouble, was a very fre- 
quent and painful desire to urinate. 
Upon urethroscopic examination, I found 
the following pathological condition of the 
posterior and anterior urethra. The pos- 
terior urethral examination revealed an 
engorged condition of the caput gallin- 
aginis and the surrounding mucous mem- 
brane; in tact, the slightest instrumenta- 
tion caused profuse hemorrhage, and it 
required the application of a Io per cent 
solution of suprarenal extract to clear up 
the field for further examination, which 


‘showed the glands and follicles to be in 


an advanced state of inflammation. The 
anterior urethra was found to be in a 
very satisfactory condition, with the ex- 
ception of a slight erosion of the mucous 
membrane, to the extent of .5 c. c., to 
which I applied Io per cent nitrate silver 
solution. To the posterior region [| 
used daily applications of the above 
formula of suprarenal extract. The 
case made rapid improvement, and at the 
end of fifteen days the urethroscope, to 
my surprise, showed that all engorge- 
ment had disappeared, and the case prac- 
tically well. 

Case..2..james. VW., age 21, .con- 
tracted gonorrhea two years ago. Con- 
sulted numerous physicians, who were 
all able to give temporary relief, but 
failed to establish a complete cure. 
Urethroscopic examination revealed 
about the same condition of the mucous 
membrane as case No. 1. The treatment 
consisted of daily injection of the form- 
ula mentioned above, and at the end of 
one month I found the mucous mem- 
brane to be in a healthy condition, and 
so informed the patient. 

Case 4. V.L., age 19, contracted an 
acute case of gonorrhea February 20, 
which became chronic, and for six 
months was able to squeeze out a drop 
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of pus in the morning. Urethroscopic 
examination of the anterior urethra re- 
vealed an injured condition of all the 
glands and follicles. To this case I ap- 
plied the same treatment as to the fore- 
going, with the same gratifying results. 
I could mention several other cases 
that are now under treatment, and who 
are making rapid improvement. 
Therefore, the few cases that I have re- 
ported are in the class that seems to be 
best selected for the use of suprarenal 
extract. I have used it sometimes as an 
experiment in acute gonorrhea, but find 
that it is not an appropriate remedy. In 
conclusion, I wish to urge the absolute 
necessity of urethroscopic examination 1n 
all chronic urethral inflammation; at the 
same time, it should not serve for diag- 
nosis only; we must rely upon it during 
the whole course of treatment, as it en- 
ables one to follow the course of the im- 
proved condition, and to properly apply 
the principle of therapy. Last, but not 
least, one must know the nature of all se- 
cretions, as to whether they contain gon- 
ococci or other microorganisms, and 
endeavor to determine their origin; and 
success will generally be our reward. 


RECOLLECTIONS OF THE EUROPEAN 
CLINICS. 


By James T. Watkins, M. D., Assistant Or- 
_thopedic Surgeon to the Chilttoen’s Hos- 
pital, Assistant Orthopedic Surgeon in 
the Out Patient Department to 
the University of — 


he THE KLINIK LORENZ.’ 


In this series of papers nothing more 
than a superficial description of the prin- 
cipal European clinics will be attempted, 
the character and amount of the material 
to be seen therein, and the different 
methods of treatment employed. Later 
papers will be devoted to the study of 
the, different orthopedic diseases, and to 


- cases. 
from notes made during this time:— 


a comparative examination of methods 
of treatment. | 

In November, 1899, I visited the 
orthopedic clinic of Professor Adolt 
Lorenz, of the Royal Vieneese Univers- 
ity. Professor Lorenz has been de- 
scribed as the founder of the conserv- 
ative (unblutige) orthopedy (Lange). 
His writings cover nearly every branch 
of his specialty, and include monographs 
on flatfoot, clubfoot, wryneck, curva- 
ture of the spine, tuberculous disease of 
the vertebral columns and of the hip- 
joint, and his classic works on the path- 
ology and treatment of congenital dis- 
locations at the hip-joint. He has an 
“ambulatorium,’ or clinic, for patients 
not confined to bed, in the Wiener 
Allgemeinen Krankenhaus, or general 
hospital. About twenty new cases are 
treated there daily. The patients be- 
long, for the most part, to the poorer 
class of peasants, and are drawn trom 
the whole of Lower Austria and Hun- 
gary, the Bosnian Provinces, and Po- 
land. 

Professor Lorenz delivers a course of 
clinical lectures once each semester. It 
consists of three lectures a week, for six 
weeks. On the alternate days, he op- 
erates on private cases in the Furth 
Sanatorium. The class is invited to at- 
tend these operations. When | had 
attended a.course of Professor Lorenz’ 
lectures, | became a member of his staff 
(Voluntaratz), and remained with him 
for nine months. Later I was permit- 
ted to watch his treatment of private 
The following remarks are taken 


Torticolus—In those cases of torti- 
collis which require operation, Profes- 
sor Lorenz performs a bloodless myo- 
rexis of the affected sterno-mastoid 
muscle. . The child is anesthetized, and 
a sand bag is placed beneath the shoul- 
ders, to render tense the affected muscle. 
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The ulnar edge of the operator’s hand 


is applied to the neck, so that it crosses” 


the sterno-mastoid at right angles. The 
fibers of the muscle dre then broken 
through by sawing motions of the hand, 
the skin moving with the hand on the 
muscle. his extra-cutaneous myorexis 
is applicable only to cases of torticollis 
in very young children. The tissues of 
a child which has passed its fourth year 
are too resistant for this kind of treat- 
ment. In these older cases, Professor 
Lorenz regularly perfoms a_ subcuta- 
neous tenotomy of the muscle at its 
sternal and clavicular attachments. The 
subsequent steps of the operation are 
identical in both sets of cases. The 
child is raised by the assistants to a sit- 
ting posture, while the operator stands 
at the affected side, and grasps the head, 
so that the one hand forms a sling for 
the angles of the jaw, and the other 
partially encircles the occiput. The 
thumbs are on the affected side, and 
about two inches apart. ‘The cervical 
scoliosis, which is always present in the 
older cases, 1s now forcibly redressed by 
bending the head backward and to the 
opposite side, and, at the same time, de- 
pressing the chin. Finally a plaster of 
Paris cuirass is applied, which fixes the 
head and neck on the trunk in over- 
correction. Fourteen days later this 
cuirass is removed. lhe remainder of 
the treatment is gymnastic, and ‘directed 
to equalizing the action of the muscles 
of both sides of the neck. Some cases 
recover without after treatment. 
Scoliosis—Professor Lorenz’ treat- 
ment of scoliosis is directed to strength- 
ening the musculature, to rendering the 
spine flexible, and to reducing the de- 
formity. A not infrequent 
total or C-shaped scolioses is assym- 
metry in the length of the legs. Should 
the physical examination reveal this 
condition, the deficiency in the short 


cause of 


leg is made up by introducing a cork 
sole into the shoe. When the curve is 
confined to the lumbar region, exercises 
are taught which depress that side of 
the pelvis toward which the concavity 
of the curve looks. lf the entire col- 
umn be involved, the child is taught to 
combine this exercise with a shoulder- 
depressing exercise for the convex side. 
In the same movement, the hump 
caused by the ribs of the convex side 
is thrust forward and inward by the hand 
of the same side. Further treatment 
may or may not be necessary. The 
compensating or S-shaped scolioses, 


‘which usually follow the right dorsal, 


left lumbar convex, regularly require 
more vigorous treatment. To reduce 
the deformity of the ribs on the convex 
side, the patient is suspended on the 
‘“wolmb.” This isa hard, round cushion 
on a bar, supported by two uprights. 
The patient is placed on the cushion in 
such a way that the greater part of the 
weight of the body is thrown on the 
apex of the convexity, forcing the ribs 
from behind forward and inward. ‘The 
weight of the body is further utilized in 
stretching the shrunken tissues and 
straightening the column, by suspend- 
ing the children by the head and hands. 
This is done by means of the ordinary 
Sayer’s chin and occiput sling. To 
render the column flexible, Professor 
Lorenz employs his gum-elastic ‘‘detor- 
sion-strap.”’ This is an elastic band 
attachable to an upright at each end. 
The band is passed obliquely about the 
patient's body, in a direction opposite to 
that taken by the vertebrae in forming 
the curve. Traction on the band ex- 
erts an unwinding force on the column, 
which is transmitted to it through the 
ribs. The muscles of the abdominal 
wall and back are further strengthened 
by the classical “table exercises.” An 
assistant or a strap fixes the patient’s 
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legs on the table, while her body (in 
most cases the patient is a girl) extends 
as far as the flexure of the thighs beyond 
it. She is instructed to let her bodv 
sink backward over the edge of the table 
as far as it will go, and then to sit, up 
again. In the reverse exercise, the 
child hangs face down over the table, 
and then straightens up to and beyond 
the horizontal position. Finally, while 
maintaining the horizontal position, she 
performs swimming motions with her 
arms. lhe active treatment is aug- 
mented by a supporting corset to be 
worn when not exercising. This is a 
strong “drill” corset, whose _ postero- 
external third on each side is a celluloid 
plate which has been accurately moulded 
to a plaster-of-Paris positive of the pa- 
tient’s body. It passes from a little 
below the axilla downward beyond the 
iliac crest and anterior superior iliac 
spine to a little above the upper margin 
of the great trochanter. This celluloid 
plate is reinforced by steel strips, and 
presents at its upper part adjustable 
axillary crutches. The corset laces be- 
fore and behind. In place of this cel- 
luloid plate, there may be substituted 
three upright steels, fitted accurately to 
the body, and bolted together at the 
top and bottom by ‘transverse pieces. 
They do not carry axillary crutches. 
Spondylitis—In” the treatment oi 
young babies suffering from tubercu- 
lous disease of the spine, 
Lorenz employs his “gips Stehbett.” 
To make this bed, the little patient 1s 
placed face downward on a table, or, 
better still, on a hard, narrow, bolster- 
like cushion, and covered with a double 
layer of wadding, and over it a piece 
of cheese-cloth. Over this pad, first 
longitudinal and then transverse tours 
of plaster-of-Paris bandage are moulded 
to the patient’s body, from the frontal 
suture to the gluteal fold. When it 1s 


Professor 


dry, the mould thus obtained is trimmed 
down to a shallow cup, padded uni- 
formly with horsehair and cotton bat- 
ting, and covered with some _ water- 
tight material, when it is ready tor use. 
Such a bed may be placed in the baby's 
carriage without disturbing the little 
one, and wheeled out into the sunshine 
at pleasure. Professor Lorenz’ rule is to 
allow the little ones to remain in such 
a bed till they leave it voluntarily. In 
acute cases of cervical spondylitis, the 
‘“Reclinations-stehbett” is employed. 
This is the “stehbett” supplied with a 
jury-mast, to which is attached a Sayer's 
halter. When the latter has been ad- 
justed to the patient’s head, and drawn 
tight, the upper end of the bed 1s raised. 
This causes: distraction and fixation of 
the cervical column. With a sub-acute 
or convalescent cervical spondylitis, an 
orthopedic collar of leather or of cellu- 
loid is worn. It may be rendered more 
efficient by fixing the shoulders. | his 
is done by applying a corset, which 1s 
fixed by the pelvis, and which is sup- 
plied with axillary crutches; or, instead 
of a collar, an occiput and chin support, 
in two pieces, is worn, which takes its 
fixation by means of strong steel wires 
directly from a corset. Where a lower 
dorsal or lumbar spondylitis is present, 
the plaster bed 1s employed in conjunc- 
tion with the fixation corset of cloth, 
leather, or of celluloid. In the dispen- 
sary practice, the plaster bed and non- 
removable plaster corset are usually em- 
ployed. The latter 1s applied over a 
tricot (that is, stockinette) and a double 
layer of wadding, which is held firmly 
in place by a broad mull bandage. ‘The 
patient is suspended in a Sayer’s sling 
and by the hands during the application 
of the corset, with the spine fully ex- 
tended, and the heels just touching the 
floor. ‘The corset is trimmed with the 
knife, to permit free motion of the arms, 


Original Communications. 


and flexion of the thighs on the pelvis. 
A large oval is cut in the plaster, about 
the umbilicus as a center, to allow for 
digestion and respiration. If a gibbus 
be present, Professor Lorenz cuts a 
hole in the plaster at that point, to 
avoid the possibility of a pressure sore. 
Comparative cleanliness is maintained 
by placing between the child’s body 
and the “‘tricot’”’ anterior and posterior 
sheets of soft silk. These sheets can be 
renewed as often as need be by sewing 
a fresh strip at the lower edge, and then 
pulling out the old one at the upper 
end. A  properly-applied plaster-of- 
Paris corset ought not to require to be 
renewed for from eight to twelve weeks. 
Paralytic cases require specially careful 
nursing; otherwise their treatment pre- 
sents no distinctive features. Profes- 
sor Lorenz lays stress upon the influence 
of food and climate on the course of 
the disease. Cold abscesses are not in- 


terfered with unless they show a dispo- 


sition to point, or, by their size, or by 
pressing on a viscus, annoy the patient. 
After aspirating, a ten per cent suspen- 
sion of iodoform in glycerin may or 
may not be injected into the abscess 
cavity. Professor Lorenz uses the iodo- 
form injection much less frequently 
now than he used to do. Local anes- 
thesia with ethyl-chlorid is employed. 
Coxitzs.—Professor Lorenz does not 


believe that local treatment influences 
the course of tuberculous disease of the 


joints. Some cases will run a mild 
course under treatment, and get rapidly 
well. Other cases will get progressively 
worse in spite of everything that can be 
done for them. Hygienic surroundings, 
nourishing diet, and a climate in wl.ich 
the patient can remain out-of-doors, are 
as important factors in these as in other 
tuberculous affections. Local treat- 
ment is directed toward putting the pa- 
tient in a condition to take advantage 


or 
of these conditions. In tuberculous 
disease of the hip-joint, the object of 
Professor Lorenz’ treatment is to re- 
lieve pain, and to get the patient on his 
feet, while maintaining the limb in the 
most useful position. In the earlier 
stages of the disease, pain on motion is 
due to pinching of the folds of the in- 
jected and swollen synovial membrane 
between the joint surfaces. Fixetion of 
the joint causes the pain to d!sappear. 
With the milder cases, thi: fixation 1s 
obtained by applying Lorenz _spika. 
This 1s a plaster-of-Paris spika which 1s 
applied over a tricot, padding and tight 
mull bandage. It is moulded to grasp 
the iliac spines and crests, and extends 
to the knee of the affected limb, where 
it is trinmmed anteriorly, to permit free 
movement of the patella, and posteri- 
orly, to permit complete flexion of the 
leg on the thigh. The proof that this 
dressing is sufficient Professor Lorenz 
sees in the fact that it causes the pain 
to disappear, and enables the patient to 
get about. The bandage is regularly 
applied with the leg in the position of 
deformity; abduction, flexion, and out- 
ward rotation, in the earlier cases; ad- 
duction, flexion, and internal rotation, 
in the later cases. If the deformity has 
been considerable, a second dressing 1s 
applied eight days later. At this dress- 
ing, the deformity will, in many cases, 
have disappeared, or at least diminished. 
This, would seem to show that the re- 
flex muscular spasm had been allayed. 
The advantages claimed for this dress- 
ing, besides its cheapness, are that it 
permits functional weighting of the 
limb, thereby preventing, or avoiding as 
long as possible, softening of the head 
and neck of the bone; that it enables the 
natient to use the unaffected portions 
of the limb, thereby minimizing the 
atrophy of disuse; and that it does not 
require constant attention, and can not 
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be removed by injudicious persons. If 
the patient be cleanly and careful, such a 
dressing may not require removal for 
some months. In this bandage, the pa- 
tient may get well, or he may get worse; 
in the latter event, he presents himself 
sooner or later, and complains of pain 
in the joint or in the knee. The mo- 
ment has now come when it is advisa- 
ble to remove the weight of the body 
from the limb, though, for the muscle’s 
sake, we still try to retain motion at the 
knee and ankle. <A _ plaster-of-Paris 
spika is applied as before, but carried well 
up under the ischial tuberosity, to which 
it is moulded. A leather and metal 
sheath splint for the foot and leg has 
been prepared by the apparatus maker: 
it is jointed at the ankle and at the knee. 
Above the knee joint, it is continued 
upward by lateral metal splints only. 
These are provided with transverse 
strips of softer metal. When the sheath 
splint is applied and laced up, the metal 
splints extend half way up the thigh 
outside of the plaster spika. Now trac- 
tion is made on the foot, and the spika 
crowded upward as far as possible, while 


the lateral splints and crosspieces are 


bound to the latter by tours of a plaster 
bandage. In this apparatus, the patient 
can still flex the foot on the leg and the 
leg on the thigh, but the weight of the 
body is transmitted from the ischial 
tuberosity by the spika to the sheath 
splint. The hinges of the apparatus are 
so constructed that their motion may be 
restricted as desired. Some cases re- 
quire fixation at the knee, and limitation 
of motion at the ankle joint. Formerly 
Professor Lorenz dispensed with the 
sheath splint by carrying his plaster 
dressing to just above the malleoli. To 


its lower end were bound the arms of 
a right-angled, U-shaped stilt, which 
served to keep the foot three inches from 
the floor. 


A shoe with a high sole was 


ankylosis, 


worn on the other foot. Occasionally 
the foot has to be included in the dress- 
ing; and perhaps four times, in as many 
years, Professor Lorenz has been com- 
pelled to carry his plaster dressing al- 
most to the axillae. If tuberculous 
pus be present in sufficient quantity to 
distend the joint, it is drawn off with an 
aspirator. Formerly before withdraw- 
ing the needle, Professor Lorenz would 
inject ten per cent iodoform in glycerin. 
He was not doing this when [ left, in 
June, 1901. When the disease has run 
its course, but the joint is still sensitive, 
and requires some fixation, a removable 
spika is worn. It is made of celluloid 
reinforced by metal strips, or of cellu- 
loid and leather, or a modified Hessings 
sheath splint is worn. A complete 
restoration of the functions of the joint 
is the ideal result, of course, but, bar- 
ring that, Professor Lorenz believes the 
most desirable results to be bony 
ankylosis of the joint, with the limb in 
just enough abduction to compensate 
for the shortening present, and _ sut- 
ficient flexion to permit the patient to sit 
down. The reason for not _ forcibly 
correcting the abduction which appears 
in early coxitis is the knowledge of the 
fact that it will subsequently correct 
itself; for later stages of the disease are 
regularly associated with an adduction, 
—flexion, contracture, and some internal 
rotation. If a patient in whom the dis- 
ease has run its course presents these 
deformities, the indications for treat- 
ment will depend upon the nature of the 
whether fibrous or _ bony: 
According to Professor Lorenz, ninety- 
five per cent of the _ post-tubercular 
ankyloses in children are _ fibrous. 
When the case belongs to this class, the 
adhesions in the joint are broken up 
under anesthesia. Usually the adduc- 
tors and soft parts beneath the anterior 
superior iliac spine are divided with the 
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tenotome as well. The patient is then 


put in the Lorenz hip “redresseur’’ 


(Hufteredresseur), in which the obliq- 
uity of the pelvis is corrected by thrust- 
ing up the sound limb at the same time 
that traction. is made on the affec. 

one. Without removing the patient 
from the “redresseur,’ a plaster band- 
age 1s applied. In this way the 
improvement is rendered permanent. 
Later a modified Hessing’s hip splint 
with abduction and extension appli- 
ances 1s worn for a year or more. 
The patient performs active abduction 


exercises, and opposes any tendency to 


recurrence by means of sand bags placed 
on his buttocks as he lies face down, or 
suspended from the affected limb, as he 
lies face up at the edge of the table. 
In those infrequent cases in which bony 
ankylosis, in a vicious position, has 
taken place, a subtrochanteric osteotomy 
is periormed, and the leg put up in the 
“ideal” position. The most frequent 
complication of tuberculous disease of 
the hip joint is pyogenic infection. 
When discharging sinuses are present, 
a ‘mixed infection” is sure to occur. It 
may or may not present grave local and 
constitutional symptoms. In severe 
cases, Prof. Lorenz curettes the sinuses 
freely. Occasionally he has been com- 
pelled to open and curette the joint, 
making through and through drainage, 
without, however, removing the femora! 
head. Acute cases with discharging sin- 
uses are put up in fenestrated plaster-of- 
Paris spikas, and the sinuses dressed 
through the fenestra. Where patients 
present deformities and also discharging 
sinuses, Prof. Lorenz refuses to operate 
for fear of lighting up a fresh inflamma- 
tion. The mouths of the sinuses are 
kept open with a silver stick till the latter 
have spontaneously healed. He believes 
that complete ankylosis will not occur 
till after the sinuses have healed. After 


a sufficient lapse of time, six or more 
months, the deformity is corrected just 
as in the uncomplicated cases. Where 
a pathological dislocation has occurred, it 
is reduced at once and the limb put up 
in extension and abduction, the foot be- 
ing included in the plaster dressing. 

My notes on the Vienna Clinic contain 
no memorandum of cases presenting 
coxa vara of arthritis deformans coxae, 
nor can I recall any. Therefore, as this 
paper is a record of personal observa- 
tions, I pass on to the treatment of con- | 
genital luxations at the hip joint. 


Congenital Dislocation at the Hip 
Joint.—Prof. Lorenz has discarded the 


open or cutting operation. He recog- 
nizes three ways of mechanically reduc- 
ing congenital luxations, however: over 
the superior border of the acetabulum; 
over the posterior border; and over its 
inferior border. The first way, which 1s 
sometimes called the method of Schede, 
he considers particularly suitable to the 
treatment of older children. The child 
is placed upon the table and anesthetized. 
Counter extension is obtained by passing 
a folded sheet between the legs and at- 
taching the ends to the upper legs of the 
table. To prevent injury to the peri- 
neum, a rubber pad is interposed be- 
tween it and the sheet. Assistants now 
make traction on the affected leg, ab- 
ducting it and rotating it inward, while 
the operator with his hand forces the 
ereater trochanter downward and inward. 
The maneuver may have to be repeated 
many times. The first step of the second 
method is a bloodless or extra-cutaneous 
myorexis of the adductor muscles. 
They are made tense by abducting the 
leg and then sawn through with the 
ulnar edge of the operator’s hand. lLon- 
gitudinal traction is then made to bring 
the head down, and to stretch the soft 
parts.. An assistant next fixes the pel- 
vis, while the operator flexes the thigh 
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to a nght auyle, and makes vertical ex- 
tension, Waithcut relaxing the vertical 
traction, the thigh is then abducted, 
while the thumb of the operator’s free 
1.and is placed beneath (behind) the 
trochanter and acts as a fulcrum in 
crowding the head upward (forward) 
across the post acetabular border into 
the socket. The operator’s thumb can 
be replaced to advantage by a wooden 
wedge covered with leather. To per- 
form the reduction over the inferior acet- 
-abular margin, the limb is flexed ad 
maximum, then abducted, rotated in- 
ward and circumducted in a frontal plane 
to make it gradually approach the longi- 
tudinal line of the body. All these ma- 
neuvers may require repetition again ani 
again before a reduction is accomplished. 
When the head returns to the acetabular 
cavity it will be regularly felt to do so 


with a distinct snap. Once in place, it © 


is abducted to or beyond a right angle, 
depending upon the “hold” it obtains. 
The anterior capsule is stretched and an 
attempt made to bore out the aceta- 
bulum with the head of the bone. 
Should the head find a poor hold, Prof. 
Lorenz attempts to push it across the 
inner border of the acetabulum onto the 
pubic ramus. The greater trochanter 
then rests in the acetabulum. The re- 
turn of the fémoral head to the aceta- 
bulum lengthens the limb and renders 
tense the hamstring muscles. The tact 
that they remain tense after the applica- 
tion of the bandage shows the head to be 
in place. It is the duty of the attending 
physician to stretch these muscles from 
time to time till the limb is perfectly 
straight. ‘To apply a retention dressing, 
a tricot is first drawn on, cotton padding 
is applied over this and held snugly in 
place by a mull bandage. A very strong 
Lorenz spika is next applied. It ex- 
_ tends from the iliac crest to the internal 
condyle of the knee. Below and behind 


the knee joint it is cut out freely, and 
on the abdomen it is cut away to a nar- 
row isthmus. The child wears a shoe 
with a high sole, on the foot of the ai- 
fected side. With a double reposition, 
a double spika is applied. Ii all goes 
well this dressing will not be renewed for 
from seven to eleven months. If the 
head has been placed primarily on the 
pubic ramus, it is now pushed back to 
the site of the acetabulum by direct 
pressure. At this second dressing both 
the flexion and abduction are reduced 
about one-half. The patient remains 
for several months longer in this band- 
age, and is then permitted to discard it 
altogether. Massage, especially of the 
pelvi-trochanteric muscles, 1s now pre- 
scribed in conjunction with abduction 
exercises. The course of treatment 
lasts for a year and a half to two years. 
Frequently the treatment is_ shorter. 
Prof. Lorenz believes that weighting the 
replaced head with the body causes the 
acetabulum to assume _ proportions 
which, if not normal, are at least func- 
tionally adequate. 

Gonttis Tuberculosa.—Prof. Lorenz 1s 
cuided by the same principles in his 
treatment of tuberculous disease of the 
knee joint which govern his treatment 
of coxitis. The limb is. gradually 
straightened and immobilized in a plas- 
ter-of-Paris dressing. If it be still pain- 
ful, or should become painiul later, the 
plaster of Paris is carried upward to the 
ischial tuberosity and downward to in- 
clude the foot, or it may be carried to 
the ankle, and the U-shaped splint em- 
ployed to keep the foot off the floor. 
A high shoe is worn on the other foot. 
When the acute stage of the disease is 
past, the plaster dressing may be re- 
placed by a removable Hessing’s sheath 
splint. Contractures secondary to tu- 
berculous disease of the knee joint are 
regularly associated with subluxation 


Original Communications. 95 


backward of the head of the tibia on the 
femur. If they are true bony ankylo- 
ses, Professor Lorenz does a supra- 
condylar osteoclasis. If they are f- 
brous, which is the almost universal rule 
among children, the adhesions are 
broken up in the osteoclast-redresseur, 
and the ulied straight. [he osteo- 
clast-redresseur comprises a vise in 
which any portion of a limb can be 
fixed, and a powerful screw-traction rod 
which can be adjusted to make traction 
at either an acute or an obtuse angle to 
the long axis of the limb. To this rod 
are carried the ends of a sling, which is 
placed about the limb just below the 
place to be straightened. The best 
sling is a folded towel. When the limb 
is straightened and the sub-Iuxation 
corrected, a plaster-of-Paris retention 
dressing is applied. ‘These cases often 
prove so painful that morphin has to be 
administered for several days after the 
operation. In order to watch the con- 
dition of the peroneal nerve, the toot 
is left out of the bandage for the first 
twelve hours. Should the patient at any 
time be unable to dorsally flex the foot, 
the plaster bandage is split up, and the 
limb lifted out of it enough to permit a 
few degrees of flexion at the knee to take 
place. This suffices to return the pero- 
neal nerve to its functional condition. 
Forty-eight hours later the limb may be 
returned to the bandage. In from two 
to three weeks the plaster dressing 1s 
cut down, and a Hessing’s splint sup- 
plied. Any tendency to recurrence of 
the contraction is treated by passive 
stretching. The leg is placed on a hard 
cushion, and the knee weighted for a 
few minutes at a time with sand bags. 
No knee with discharging sinuses is in- 
terfered with till they have been at least 
six months healed. Very rarely a joint 
has to be opened, washed out, and pro- 


vided with through-and-through drain- 
age. 

Genu Valgum.—Professor Lorenz re- 
gards genu valgum as a sort of scoliosis 
of the entire lower extremity, the re- 
sult of an improper distribution of 
weight to an ill-nourished limb with 
weak muscles, loose ligaments, and soft 
bones. As a consequence, the bone on 
the outer side of the lower epiphysis of 
the femur presents a dense structure and 
a more uniform growth than does the 
bone on the inner side, where the wide 
mesh of the cancellous tissue and the in- 
creased longitudinal growth of the bone 
point to a condition of diminished pres- 
sure at this part of the joint. Local 
treatment consisted in readjusting the 
distribution of weight, making correc- 
tidn as near as possible to the site of the 
deformity. Formerly the correction was 
made in the joint itself. The patient 
was placed on his back, and the femur 
fixed in the vise of the osteoclast- 
redresseur just above the articular sur- 
face. he folded towel was then carried 
about the outer side of the head of the 
tibia to the traction rod at the inner 
side of the limb, and the external lateral 
ligaments gradually stretched. An in- 
tra-articular redressment was also at- 
tempted by vigorously thrusting the 
head of the tibia up against the tip 
of the internal epiphysis of the femur. 
The limb was then straightened. This 


-caused a separation from one another of 


the external portions of the joint sur- 
faces, the tip of the long internal epi- 
physis of femur alone being in con- 
tact with the head of tibia. The 
limb was fixed in this position by a plas- 
ter-of-Paris dressing. As soon as the 
reaction had subsided, the patient was 
instructed to walk about on it. Later 
a Hessing’s sheath splint replaced the 
plaster of Paris. This splint was worn 
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a year longer. Professor Lorenz event- 
ually gave up this operation, because 
in a number of instances, especially 
among older patients, the loose joint 
became permanent. Therefore he sub- 
stituted for it the supra-condylar osteo- 
clasis. The operation is the same as the 
previous one, except that the vise grasps 
the femur just above the condyles, which 
are caught in the loop of the folded 
towel. The screw of the traction rod 1s 
turned quickly till the femur snaps. 
The deformity is then slightly over- 
corrected, and the limb put up in plaster 
of Paris till firm union has taken place. 

Genu Varum.—Professor Lorenz 
treatment of bow legs does not call for 
a detailed description. With his osteo- 
clast-redresseur, he makes a _ single 
fracture or multiple fractures at the 
highest points of the deforming curves. 
The limb is then immobilized from the 
toes to above the knee. If the temur 
be involved, it is also operated upon, 


and the bandage carried upward to in- 


clude the pelvis. The after treatment 
possesses no distinctive features. 
Tuberculous Disease of the Ankle and 
Foot.—! have seen more tuberculous 
disease of the ankle and foot in one 
month of my stay in New York, Boston, 
or San Francisco, than during the whole 
three years of .my European sojourn. 
I do not attempt to account for the fact. 
Professor Lorenz’ treatment is the same 
in principle, however, that it is for other 


tuberculous joints, immobilization and 


subsequent or immediate removal of 
functional pressure. ‘This 


plaster dressing, or of suitable appara- 
tus after the Hessing models. 
Clubfoot.—Professor Lorenz’  treat- 
ment of clubfoot by “Modellierendes 
Redressment” is generally employed 
throughout Germany, Austria, and 
Switzerland. It is occasionally per- 


is accom-— 
plished by means of the steel stilt and 


formed in Hungary and Italy. Most of 
the other cases are treated by the Phelps 
operation or a modification of it. Just 
once I saw a case in which a bony 
wedge, with base directed outward, hail 
been taken out of the outer side of the 
dorsum of the foot. In this case, the 
Lorenz operation had twice been at- 
tempted without success before the knife 
was resorted to. Professor Lorenz’ 
aim is to correct separately each of the 
four elements of the clubfoot,—the ad- 
duction, the plantar flexion, or hollow 
foot, the equinus, or extension in the an- 
kle joint, and the supination of the root 
of the foot on the leg. In the less severe 
cases of young persons, a manual re- 
dressment is performed. The anesthet- 
ized patient lies on his side, and the most 
prominent portion of the convex dorsum 
ot the foot is placed upon the edge of 
a leather-covered wooden wedge. The 
operator grasps the foot in each hand, 
at either side of the wedge, and throws | 
his weight equally upon them. In this 
way are corrected the supination and 
adduction, and, in part, the hollow foot. 
A good deal of snapping and cracking 
of shrunken ligaments and other tissues 
may be felt and heard. It may be nec- 
essary to divide the plantar fascia. The 
adduction and hollow foot are further 
corrected by making downward traction 
with one hand on a bandage carried 
high up across the dorsum of the foot, 
while the other hand grasps the anterior 
portion of the foot, crowding it upward, 
and twisting it so as to cause rotation in 
the medio-tarsal joint, thereby raising its 
outer border and depressing the inner 
one. Several tours of Esmarch’s rubber 
bandage carried tightly across the 
plantar aspect of the foot, and then be- 
hind the leg, greatly assists one in cre- 
ating dorsal flexion. In order to com- 
pletely correct the equinus, the tendon 
Achilles is divided, and the fingers 
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hooked behind the post-superior border 
of the os-calcis, dragging it down; while 
the palm presses against the plantar sur- 
face of the foot, and crowds it upward in 
dorsal flexion. In severer and older 
cases, Professor Lorenz employs at 
once his osteoclast-redresseur. lo cor- 
rect the adduction, the leg is fixed at 
the malleoli, in the vise, and the traction 
cloth passed about the inner side of the 
anterior part of the foot. ‘The traction 
is gradually increased till the shrunken 
tissues have stretched sufficiently to per- 
mit the adduction to be transformed into 
abduction. The hollow foot is next cor- 
rected, and the fascia plantaris stretched 
by placing the patient on his side, and 
fixing the leg at the same level in the 
vise, while the cloth is placed about the 
ball of the foot, and carried at an acute 
angle to the traction screw. The tendo 
Achilles is next divided, and the equinus 
overcome. Finally the supination of the 


foot on the leg is corrected by fixing the 


leg in the vise as the patient lies on his 
back, while the folded cloth is carried 
longitudinally about the inner side of 
the foot, behind the heel, and across the 
base of the toes to the traction screw. 
A foot which has in this way been 
thoroughly stretched can be held in 
over-correction by two fingers. While 
an assistant or the operator maintains the 
foot in over-correction, a double layer ot 
cotton wadding is applied, and over it a 
snug bandage. A_ strong plaster-of- 
Paris dressing is then put on, from the 
tubercle of the tibia to the toes. It is 
reinforced beneath the sole. As soon as 
the plaster has set, two parallel incis- 
ions two centimeters apart are carried 
through it, down the front of the dress- 
ing, from a finger’s breadth below its 
upper end to the same distance above 
the root of the toes. The plaster be- 
tween the incisions is removed. The 
mull bandage is then cut through, and 


‘or more months. 
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some of the cotton wadding drawn into 


the space left by the removal of the 


plaster. This is done to prevent the 
formation of pressure sores during the 
reactionary swelling. The bandage is 
trimmed sufficiently across the dorsum 
of the foot to permit all the toes to be 
seen. A tread surface of plaster is left 
beneath the toes, however, to prevent 
the formation of contractures. Finally 
a silicate of soda or starch bandage is 
applied about the first, and the patient 
put to bed for two or three days. A 
shoe is made to wear over the plaster, 
and in it the patient goes about for three 
The bandage is then 
renewed. The second dressing is worn 
for another three months. Finally the 
patient is supplied with a shoe with a 
straight inner border, and sole raised on 
the outer side. 

Flatfoot—I have never seen Profes- 
sor Lorenz break up a rigid foot under 
ether, though I have been told that he 
does so, putting the adducted and supi- 
nated foot up afterward in plaster of 
Paris. The cases I saw were taught 
supinating exercises, given massage, and 
provided with a flat-foot shoe. This is 
an ordinary broad-toed shoe. A cork 
sole inside the shoe raises the inner mar- 
gin of the heel and great toe one 
centimeter higher, which becomes a 
centimeter and a half midway between 
them. The “cappe,’ as the Germans 
call the posterior stiffened portion of the 
shoe, is carried forward on the inner 
side to beyond the _ tarso-metatarsal 


junction. Professor Lorenz also recom- 
mends the patient to wear three or four 


hgure-of-eight tours of a flannel bandage 
about the instep and ankle. 

Spastic Paraplegia (Little’s Disease). 
—The orthopedic problem in spastic 
paraplegia is to readjust the disturbed 


equilibrium between the extensors and 


the over acting flexors. To do so, Pro- 
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fessor Lorenz tenotomizes the affected 
muscles, and immobilizes the joint in- 
volved, for sixty or more days in over- 
correction. Thus the leverages of the 
overacting muscles are weakened by in- 
creasing the distances between their 
origins and insertions. Later a correc- 
tive or retentive splint may be applied. 
This can be removed to permit of mas- 
sage and appropriate exercises for those 
muscles which oppose the deformity. 
Anterior Poliomyelitis Acuta.—There 
is no record in my notes of a deformity 
of the upper extremity, secondary to 
infantile paralysis, having been treated 
at the Vienneese clinic during my serv- 
ice there. The deformities due to paral- 
ysis of one or more of the muscle groups 
of the lower extremity are treated, 
speaking broadly, by correction, and 
walking upon the remodeled member 
while it is still in plaster. Finally, the 
weight is distributed by means of reten- 


tive apparatus so as to oppose a recur- 
rence of the deformity. The paralytic 
clubfoot 1s remodeled in the osteoclast- 
redresseur, care being taken not to 1n- 
jure the badly-nourished tissues. It is 
then put up in plaster in the corrected 
position, and the patient allowed to walk 


about on it for months. Finally the 
patient is given a shoe with a straight 
inner edge and.raised outer border. It 
may or may not be provided with an 
internal lateral leg splint. It may be 
necessary to supply the leg and foot 
with a Hessing’s sheath splint which 1s 
provided with artifical dorsal flexors of 
gum_-elastic. 
ties of the foot are similarly treated. 
An equino-valgus when taken out of the 
plaster receives a modified flatfoot shoe 
or a Hessing’s sheath splint. Pes cal- 
caneus receives a sheath splint with an 
artificial gastrocnemius and joints of 
limited. excursion. The deformity of 
quadriceps extensor paralysis is trans- 


Other paralytic deformi- 


formed into genu recurratum. For a 
year alter the removal of the plaster, a 
Hessing’s thigh leg and foot splint is 
worn. This splint is supplied with a 
lock joint at the knee. Occasionally it 
is provided with a gum-elastic quadri- 
ceps. In very many cases it may event- 
ually be replaced by a few tours of 
flannel bandage about the knee. Pro- 
fessor Lorenz belives that the tendon 
grait has a field of usefulness in the 
treatment of paralytic deformities. At 
the time I was with him, he had not 
taken it up, however, for want of proper 
surgical facilities. 


CATAPHORIC MEDICATION. 


By D. J. PRATHER, M. D., Oakland, Cal. | 
Kwead before the Alameda County Medical Soctety, Decem- 


ber, 1900. 

Any medication that is prompt and 
reliable is in demand. Any medication 
that is established on well known and 
accepted facts in physiology and thera- 
peutics, and based on physical law, and 
proven in practise, should be accepted 
gladly by the profession. The position 
I take in reference to cataphoric medi- 
cation 1s a broad one, and I hope to 
show that it is well taken. One trouble 
about this subject has been, and is, that 
so many absurd claims have been made 
for it. Another is that much unwar- 
ranted opposition and unscientific crit- 
icism has been made by many eminent 
men, who, without a practical knowl- 
edge or even a theoretical famuliarity 
with it, have severely condemned tt. 
But this is history repeating itself. 

Cataphoric medication is not new in 
principle. As early as 1807 Reuss dem- 
onstrated it. In 1859, Richardson put 
it into practise, treated a number of 
cases successfully, but later abandoned 
his position as to it. The application 
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of this physical law was again intro- 
duced in practise by Peterson, of New 
York, in 1888 and 1889. He put on 
record thirty-one experiments to prove 
the correctness of his conclusions. He 
clinically demonstrated them.  Cata- 
phoric medication, which is the action of 
the galvanic current in medicine and 
surgery, broadly putting it, 1s now at- 


tracting more attention than ever in the > 


history of medicine. It is not my pur- 
pose to speak of all the currents, as only 


the galvanic and the direct, or Edison, 


current possess in common this action. 


The static 1s quite popular, and invalua- 


ble in medicine and surgery. The sin- 
usoidal has its peculiar place, and is also 
valuable. The old faradic has been in 
use a long time, and is more generally 
used than any of the other currents, per- 
haps owing to the small.cost of the bat- 
tery. My individual work on this sub- 
ject has been done with the galvanic. 
Cataphoric medication in my judgment 
is not the rapid conclusions of wild the- 
orists. lo place it before you in the 
light of scientific facts and by scientific 
men, I will quote you the language of 
Landois and Sterling on “‘Cataphoric Ac- 
tion:’ “If the two electrodes from a gal- 
vanic battery be placed in the two com- 
partments of a fluid, separated from each 
other by a porous septum, we observe 
that the fluid particles pass in the direc- 
tion of the galvanic current from the 
positive to the negative pole, so that 


aiter some time the fluid in the one half 


of the vessel increases, while it dimin- 
‘shes in the other. The phenometic 
of direct transference were called by Du 


bois Reymond the cataphoric action of 


the constant current. The introduction 

of dissolved substances through the skin 

by means of a constant current depends 

upon this action; so does the so-called 

Porret’s phenomenon of living muscle.” 

[n cataphoric medication we use also 
3 


the electrolytic action of the current. 
Defining and explaining this action, I 
will also quote you Landois and Sterling: 
“A current in passing through a tissue 


or a proteid solution is conducted almost 


entirely by the inorganic constituents. 
The chemical effects produced on the 
proteid constituents are due to second- 
ary actions of the products of electroly- 
sis of the salts. At the positive pole, co- 
agulable proteids are partly coagulated 
and partly changed into acid albumen. 
At the negative pole alkali-albumen is 
formed. When blood or pure hemo- 
globin solution is electrolyzed, meth- 
emoglobin and then acid hematin are 
formed at the anode, but not if a reduc- 
ing agent be present; alkali-hematin 1s 
formed at the cathode.” (G. N. Stewart.) 


Meissner’s diagrams give a working 
theory; the process may be realized, says 
Hedley. “Let A represent a moist con- 
ductor; the positive circles are ions 
charged with positive electricity; the 
negative circles. are ions charged with 
negative electricity; the large circles 
stand for; the, undecomposed molecules. 


ae . 
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A current is passed through this elec- 
trolyte, and migration of the ions takes 
place; anions and kations are formed, 
collecting respectively at the positive 
and negative poles. But a further 
change is taking place; certain of the 
ions have given up their electricity, and 
are being eliminated from the body in a 
gaseous or metallic form. In the third 
diagram are shown molecules not de- 
composed into ions, which have mi- 
erated under the influence of the cur- 
rent from the positive to the negative 
pole. There is an actual mechanical 
transference of material from the anode 
in the direction of the cathode.” 

Now then, upon cataphoresis, which 
has been defined, and upon electrolysis, 
which kas also been defined, the prin- 
ciples of cataphoric medication are 


founded, and to keep in mind the pro- 
cesses of each, the changes and effects of 
each, will make cataphoric medication 


easy. The effect of drugs on the hu- 
man organism is not changed, so far as 
is known, by the current while introduc- 
ing them into the system. But some 
drugs: go into the body through the 
unbroken skin in one direction of the 
current, while other substances take 
the opposite direction. To illustrate: 
“The iodin of pot. iod., the salicylic 
acid of sodium salicylate and of lith- 
ium salicylate, and the arsenious acid 
of arsenite of potash penetrate the 
organism when the negative pole is 
in the aqueous solution of these salts. 
The stychnia of stych. nit., the atropin 
of atrop. sulph., the quinin of quin. 
hydrochl., the cocain of cocain hydro- 
chl., the lithium of lith. salicyl. pass 
into the body when the positive pole 
is in the aqueous solution of such 
salts. Experimenting upon a piece .of 
exsected muscle with &c ina., Labatut 
succeeded’ in’ passing’ % of the dis- 
‘solved drug into the muscle within an 
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hour.’ (Hedley.) In practice it is im- 
portant to keep these facts in mind. 
Kohlrausch has discovered that each 
atom has its own rate of motion in a 
given liquid. The following table 1s 
given by Hedley. ‘Speed of atoms 
when urged by one volt to the lineal 
centimeter of electrolyte :— 


Ilydrogen travels at 1.080 cin. per hour. 
Potassium travels at .205 cm. per hour. 
Sodium travels at .926 cm. per hour. 
Lithium travels at .294 cm. per hour. 
{odin travels at .216 cm. per hour. 


I will give you Meissner’s conclusions 


from recent studies of the subject: (1) 
Cataphoresis will take place from the 
positive pole only. (2) The electrode 
liquid must be a better conductor than 
the liquid within the tissues. (3) The 
current must be reversed every five 
minutes (this is because the “secondary 
internal resistance, due to the drying 
up, or ‘choking,’ at the anode, becomes 
so great that it prevents a continuation 
of the process); therefore, (4) both elec- 
trodes must be moistened with the liq- 
uid to be introduced, and the current re- 
versed at intervals. (5) Both electrodes 
must be placed as close to each other as 
possible.” 

The practical application of what has 
been said is the treatment of diseases by 
the cataphoric method. Morton, of 
New York, treated a case of lupus thus: 
After producing local anesthesia with 
pure guaicol 1 dr. to 6 grains of hydro- 
chlorate of cocain, on 1-inch electrodes 
4 ma., for five minutes, he made three 


_ applications to the entire area, which 


was over two inches at the angle of the 
mouth, and a separate nodule the size of 
a bean on the lower lip, with copper 
bulb electrodes % inch long and % inch 
wide. The three applications com- 
pletely cured the case. Can the X ray 
treatment equal this? Morton also re- 
ported the following case: ‘Follicular 
tonsillitis, October 18, B. G. A., aet. 15, 
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throat began to be sore two days pre- 
viously; painful and swollen. Malaise 
and nausea; tonsils enlarged; grayish 
white spots on both. Treatment: electric 
diffusion from copper electrode to every 
spot. October 20, no more _ trouble 
with throat.” (Hedley.) Massey says 
by the cataphoric administration of mer- 
cury with amalgamated gold electrodes 
that the active part of sarcoma and car- 
cinoma can be destroyed by impregnat- 
ing the tumor with nascent oxychlorid 
of mercury. For particulars, see his 
book. I treated a case of barber’s itch— 
sycosis parasitica—with 1 to 500 bi- 
chlorid on the positive pole, negative 
pole on the opposite side of the face, 5 
to 10 ma., for 10 to 15 minutes. I think 
I only made about a half dozen applica- 
tions before the disease yielded, and it 
did not return. Have also treated two 
cases of enlarged glands of the neck, 
tubercular in character, I believe, with 


iodin aqueous solution placed over each 
gland with Morton’s cataphoric elec- 


trode. I gave them all they could 
stand—6 treatments in one case and 
about 12 in the other. The enlarged 
olands disappeared. One of the cases I 
saw six months after treatment; the 
other I did not see after a month or so. 
Some of the most interesting cases | 
have had are the following :— 

Case 1. Hydrocele in a man over 60, 
The old radical operation had been done 
on him before I saw him. I gave him 
frst the carbolic acid treatment in the 
usual way, three times, and the sac re- 


flied every time, and it was full when I 


forced in the iodin (Churchill’s tincture) 
through the scrotum, 40 ma., ten min- 
utes on the positive pole; negative large 
clay on back; only three treatments; 
cured. I saw and examined this case a 
vear and a half afterwards; diminished 
tension in the sac was noticed after each 
application. A dermatitis followed the 
second and third applications. 


iO! 


Case’2. Recently I have had another 
case of hydrocele in a man over 60. 
The tunica had become hard and thick, 
and the fluid was in more than one sac. 
This case had- never been treated, aud 
the tluid had been drawn off only twice 
before I saw him. I drew off $ ounce 
before making the first application. 
This did not reduce the size very much. 
the third or fourth day after the frst 
application, the time of the second ap- 
plication, there were evidences that 
much of the fluid had been removed. 
the scrotum not distended, but flabby. 
Tiave not seen him since; but a recent 
letter from him states the fluid has not 
reaccumulated; the hardness is gone. 

lis case shows the importance of con- 
tinuing the treatment at least once or 
twice a week until the fluid has been 
removed. Saw him to-day. The sac 
was about 1-3 the size at the beginning 
of treatment. 

Case 3. Miss G.; 28 years old; rheu- 
matic or tubercular arthritis of the right 
knee-joint: circumference three inches 
more than left; commenced July, 1808, 
but knee-joint not very painful until the 
following December. May, 1899, she 
came to me. Forced iodin and the bi- 
chlorid solutions, at different times of 
course, on the positive pole 20 ma., ten 
minutes twice a week for four weeks. 
Measles for two weeks; result of first 
month’s treatment: reduced 2 inches; 
during the two weeks of measles, no 


“reatment; the joint enlarged one inch; 


after six weeks more of the treatment, 
the right knee measured 1-2 inch more 
than the left. Now they are the same 
size. The other treatment to the joint 
was a bandage. This had been used, 
however, on it before she came to me. 
The internal treatment was strychnin, 
arsenic, cod-liver oil, outdoor life, and 
everything to eat that agreed with her. 
Before she left, I made a plaster-of-Paris 
cast in two pieces, so as to remove it at 
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will and keep the joint at rest, that an- 
kylosis might take place. The result 
is all that surgery could reasonably 
promise. She has gained 14 pounds, 
and is making her living. 

Case 4. Man over 60 years old; had 
swollen right knee-joint; said to be 
rheumatic—more than two years’ stand- 
ing; during this time lost 30 pounds; 
urine very acid the time he came to me; 
chronic synovitis. The right knee-joint 
measured 24 inches more than the 
left one. The same treatment, only he 
took 40 to 50 ma. once a week, and re- 
ceived ten treatments; measured j 
inch more than left; gained 19 pounds, 
and has good use of his limb. ‘The 
other treatment the same as case 3, with 
the exception of the plaster cast. I di- 
rected him to drink large quantities of 
water at certain times every day, and to 
eat anything that agreed with him. 
The case teaches how often to use the 
current to get the best results. 

Case 5. Sycosis parasitica—barber’s 
itch; bichlorid 1n water, I to 500, on 
cotton—-clay electrode over this; epila- 
tion of the affected area, positive pole; 
negative larger clay on the other side of 
face; 10 ma. every three or four days. 
Aiter the treatment, the surfaces cov- 
ered with vaselin. As new surfaces 
became involved, the bichlorid solution 
was forced into the skin. In two weeks 
he was well, and remained so. 

Case 6. Chronic eczema of the scro- 
tum and perineal region; the skin was 
thick, and itching intolerable. The bi- 
chlorid solution on cotton, and soft clay 
over this, positive pole; negative, clay 
pad on back; 20 ma. five minutes. ‘This 
irritated the skin very much. After 
the treatment, vaselin on the irritated 
surfaces; the clay for this purpose—the 
moulder’s clay—was made up _ with 
water to the consistency of wheat 
dough or putty, and covered with 
gauze. The connecting cord imbedded 
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in this. This makes an electrode that 
cari be moulded to any kind of a sur- 
face. It irritates less than any other 
electrode. It took a week for the skin 
irritation to pass off so as to apply 
it again. During this time _ vaselin 
protected the skin. After the first 
treatment, 10 ma. 10 minutes. After 
about six treatments, the skin was 
smooth; itching not troublesome after 
the first application. It returned on him 
aiter six or eight months, from eating 
sweets and drinking whisky, but never 
so troublesome. 

These cases will give some concep- 
tion of the wide range of cases which 
can be better managed by using the 
current in carrying medication directly 
into the parts affected. The rapid ac- 
tion of the method and its certainty will 
please upon trial. it will take time to 
become familiar with the details of this 
kiud of work, and it will take much of 
your time if you look after the treat- 
ment of your cases in person. Nurses 
should be especially trained to do this 
work. In conclusion, cataphoric medi- 
cation is valuable in removing fluids 
from serous, mucous, and synovial cav- 
ities, and in modifying the pathological 
conditions which produce the hyper- 
secretions. It is useful in the treatment 
of germicidal and parasitic diseases, par- 
ticularly the parasitic diseases of the 
skin. Germicidal agents can be forced 
into the business in sufficient concentra- 
tion to either directly destroy the micro- 
organisms or inhibit their activities. 
The initial lesions of gonorrhea, syph- 
ilis, and chancroids can be so treated, as 
well as acute infections from wounds 
produced by sharp instruments, or the 
scratching off of the cuticle. I believe 
that, while it is not a cure-all. the devel- 
opment of this principle of medication 
will benefit many conditions and dis- 
eases, many of which are now treated 
altogether surgically. 
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THE DEATH OF LEVI COOPER LANE. 


The death of Dr. Lane took place on 
lebruary 18, 1902. Memorial services 
under the auspices of the Faculty of 
Cooper Medical College will be held in 
the Auditorium on Sunday, March 9g. 
The addresses to be delivered on that 
occasion will be published in our April 
number. : 

It is not within our province to 
enter into the details of the life-work of 
this remarkable man. It is sufficient to 
comment upon a few of the points of his 
career that are well known; to others 
must be left the work of recording his 
deeds and the motives that actuated him 
in his dealings with his fellow-man; but 
no pen can tell, and but one voice recall 
the nobility of heart and soul; the in- 
tensity of his love for his profession and 
mankind; the strength of will; the liber- 
ality and breadth of mind, its fulness, 
its power, its clearness even unto the 
end; the extreme humanity and love 
that actuated the good physician in his 
long, but, alas, too short career. 

As a citizen and individual, his course 
through life has been in entire keeping 
with the exalted ideas that have ever 
suided him in his relations with man. 
rle was kind and gentle in his bearing; 
strong in his convictions; fearless in the 
expression of his views when he believed 
that he was upholding the truth and the 
vood of a cause. He was a scholar and 
creat lover of books, as is attested by 
nis writings and the depth and clearness 
of his lectures. He was a hard student. 
even when his shattered health seemed 
barely able to withstand the strain. 


As a physician and surgeon, he pos-_ 
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sibly had no equal in our western 
country. Through the amount of work; 
its efficiency and thoroughness, for- 
tied by a wide and intricate knowl- 
edge of his art in all its branches, he 
barely escaped being heralded, while 
alive, as one of the great men of his day. 
He was a specialist of the older order 
of men, made such by the excessive de- 
mands inposed upon him. 

As a philanthropist, his name will ever 
be revered. His founding of Cooper 
Medical College, the Lane Hospital, the 
Lane Lectures, etc., will stand, not as a 
mute monument of bronze, but as a liv- 
ing exponent of the two great qualities 
that ruled his life, the love of his protes- 
sion and that of humanity, the giving to 
the world of the physician, the relief oi 
his fellow-beings. His ambition was to 
place the college on a solid foundation, 
both financially and as an educational 
institution, and it is a matter of conso- 
lation that he lived to see the complete 
fulfilment of this desire. In every re- 
spect, his life was exemplary, leaving to 
his students of the past and the tuture, 
and the profession, a goal that only the 
same noble life and aspirations can pos- 
sibly attain. To the profession at large, 
the loss is irreparable. 


MORE PLAGUE. 


two cases of plague remain unre- 


corded in the “Times.” One occurred 
on December 12, 1901. A Chinaman, 
Huie Jun, first seen by Doctors Currie 
and White, of the Marine Hospital Serv- 
ice, and Kellogg, of the local board of 
health. There was a large bubo in the 
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right groin, and a smaller in the left 
femoral region. There was no evi- 
dence of venereal disease. Right 
bubo was surreptitiously opened by 
some one not connected with the board. 
Krom the pus, bacilli were obtained in 
a pure culture. A guinea-pig died in 
three days of genuine plague infection. 
The second case, a Chinaman, was tound 
in Man Fook’s undertaking establish- 
ment, 742 Pacific Street; was 56 years 
old, a laundryman, lived in Berkeley, 
California, and died two hours after 
reaching San Francisco, on February 
21, 1902. Autopsy made by Dr. White, 
of Marine Hospital Service. Smears 
from spleen showed large number of 
plague bacilli. 

These are the only cases that it has 
been possible to secure within the last 
three months. ‘they emphasize two 
things,—that the plague is still here, and 
that the outside districts are, and always 
have been, infected. This opinion needs 
no confirmation other than a review ot 
the cases already reported. Efforts have 
been frequently made by the various 
officers of the Marine Hospital Service 
to secure from that service and 
the State Board of Health power to 
inspect the cities and towns through- 
out the state, but immediately another 
field has been~found for this dis- 
play of energy. At present nothing 1s 
being done. Nor is any one allowed to 
broach the question. The Marine Hos- 
pital Service still maintains a morgue in 
this city, but no inspection is allowed, 


no bodies can be examined, or removed | 


from Chinatown, without the consent ot 
the Chinese; and if any are found, it is 
because some one has failed in his duty 
to the Six Companies or to the State 
Board of Health. The local board now 
stands at the mercy of the mayor, who 
has declared that the fair name of the city 
and State shall not be tarnished by false 
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reports of the existence of such a dread 
disease as imposed upon the State by 
the infamous “bubonic board.” The 
case of February 21 will test his power, 
and result possibly in the disruption of 
that body. We know that the majority 
of the board will do its duty, irrespective 
of the consequences. The situation, 
therefore, is satisfactory. No inspesc- 
tion, no prevention; every avenue for 
further infection open; the local board 
handicapped, and spread of the disease 
quite possible, if it follows out its record 
in all other countries of the world. 


THE ‘MEETING OF THE SAN JOAQUIN 
VALLEY MEDICAL SOCIETY. 


The semi-annual meeting of this 
flourishing society takes place at Fresno, 
Tuesday, March 11. The program is 
always full and interesting. The dis- 
cussions ready and to the point. The 
greatest harmony prevails and the social 
features alone are sufficient to repay any 
physician for the day. That it is to 
meet in Fresno assures a large and ear- 


nest gathering, with the best that the 


valley can afford intellectually and gas- 
tronomically. Every member _ should 
attend. 


THE RESIGNATION OF DR. KINYOUN. 


lhe newspapers of the country an- 
nounce that Dr. J. J. Kinyoun, formerly 
quarantine officer of the port of San 
Francisco, has tendered his resignation 
in the Marine Hospital Service, to take 
effect May 1, 1902. ‘This step has been 
contemplated for some time, and should 
meet with the heartiest.approbation of 
every honest physician. The motive 
that led to it should not be misinter- 
preted. Beyond all doubt, the ignominy 
to which he has been subjected hastened 
a step that was urged by his friends be- 
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‘ore he was ordered here. His exalted 
sense of duty and loyalty to the service 
led him to obey, and leave the labora- 
‘ory where he had labored most efh- 
ciently for fifteen years. In the face of 
the recurrence of cases, the absolute in- 
difference to the future, and the con- 
tinued verification of his diagnosis, this 
resignation of one of the most thorough 
and capable officers of the Marine Hos- 
pital Service should stand as a severe re- 
buke to the state of California and the 
National Government. 


SOCIETY PROCEEDINGS 


SAN FRANCISCO COUNTY MEDICAL 
SOCIETY. 


Regular Meeting, January 14, 1902. 


J. C. Spencer, the president, in the 


chair. 
SCLERODERMA. 


Dr. A. B. Grosse read a paper entitled a 
“Brief Resume of the Present Aspect of 
Scleroderma,’ i. e, clinical aspect and 
course, etiology and pathological anatomy, 
the prognosis and treatment, with report of 
case and its demonstration. 

Dr. Frederick: I examined the patient, and 
found paresis of both external recti. Diplopia 
is present, and is increased when the patient 
looks down. The fundus, accommodation, and 
vision are normal. In view of the fact of 
the paresis in both eyes, and in view of the 
tumor in the sacral region, I suppose there 
is something at the base of the brain, acting 
on both abducens nerves. That 1s all l Gan 
say of the case at the time being. 


PUERPERAL TOXEMIA. 


Jas. F. McCone reported four cases 

i, pa Re toxemia, in which accouchement 
‘orce was performed. 

Dr. A. Brown: I want to congratulate Dr. 
McCone on his results. There is no _ ob- 
stetrical episode that calls for more prompt 
ction than puerperal toxemia. My experi- 
nee is quite as negative as Dr. McCone’s 1s 
\ositive. I believe his prompt interference 
oroper, but I will say that I have not had 
(00 per cent favorable results; but I would 
lo the same thing again. Dr. McCone’s case 
oassed 150 c. c. of urine, or about 5 ounces. 
'n two fatal cases I watched, I emptied the 
Sladder in 8 hours, and got 4 ounces, the next 


8 hours, only 1 dram. Whether the func- 
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tions of the body will be reestablished 1s the 
great problem. There is certainly a general 
paralysis from the toxemia. 

Dr. E. W. Thomas: I feel that I ought to 
apologize to Dr. McCone, as I believe I 
robbed the gentleman of a chance to report 
another case. It was a case of apoplectic 
eclampsia. A clerical gentleman wanted to 
call in Dr. McCone, but I persuaded them 
that I might answer in his stead. Drs. Fehlen 
and Gallwey were with me. The lady had 
complete paralysis of one side, was almost 
entirely unconscious, and had lost the power 
of speech. There was a small amount of al- 
bumin in the urine. I decided to use ac- 
couchement force, so dilated the cervix 
digitally and applied forceps, delivering the 
child with ease. Both mother and child are 
alive. I had another case also; the lady had 
been out fishing, and, as a result, caught cold. 
She had some symptoms of toxemia, suppres- 
sion of the urine, dimness of vision, dyspnea, 
ete. J determined that the fetus was dead, 
so injected one ounce of glycerin into the 
uterus, and in a few hours the fetus came 
away, and gave evidence of being dead about 
two weeks. The lady had no albumin in the 
urine, but had almost complete suppression, 
so that in 24 hours only I or 2 ounces were 
passed. The cases terminated well, as both 
the mothers and one child lived. 

Dr. McCone: I have not been so success- 
ful with milk diet as Charpentier. A case 
of mine developed fatal convulsions after three 
weeks of milk diet. Nor have I found as in- 
timate a relationship between deficient urea 
excretion and toxemias as has been pointed 


out by Davis. These are important points, 
and should be settled. 


SURGERY OF THE PAROTID GLAND. 


Dr. Emmet Rixford presented a paper deal- 
ing with the surgical aspects of the parotid 
oland. 

Dr. T. W. Huntington: Dr. Rixford’s paper 
is an exhaustive review of the surgery of the 
parotid gland from the operative standpoint. 
Not many years ago an eminent English sur- 
geon announced that the gland could not be 
successfully removed without injury to other 
important structures. Since that time that 
statement has been shown to be fallacious 
by many operators. The only case in which 
I have attempted ablation of the entire parotid 
gland, the operation was undertaken because 
of a congenital deformity,—entire absence of 
Stenson’s duct. The patient was a girl of 
fifteen years. The gland had undergone cystic 
degeneration, and was about the size of a small 
orange. The contents were gelatinous. The 
facial nerve was carefully identified at its 
emergence, and the various branches were 
freed from the gland by a painstaking dis- 
section. The muscles supplied by various 
branches of the facial nerve were temporarily 
put out of use, but the function was com- 
pletely resumed within three months -after 
the operation. With regard to surgical in- 
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terference in these cases, where the gland 1s 
the seat of extensive malignant infiltration, 
I do not regard operative interference as of 
much if any value. I realize that pain is a 
prominent and aggravating symptom, and 
may justify in certain instances a resort to 
Operation for its relief. The operation itself 
in such cases is a formidable undertaking, 
occasioning suffering and deformity, which 
possibly offset any benefit which may accrue 
from the operation. Moreover, recurrence in 
such cases is almost absolutely a foregone 
. conclusion. For these reasons I am inclined 
to think that the surgeons of the future will 
be more conservative than has been manifest 
in the past. 

Dr. Rixford: There is nothing I can say 
except in relation to Dr. Huntington’s re- 
marks. I must confess that | have much the 
same idea as Dr. Huntington as to excision 
of the parotid in malignant diseases, but with 
this limitation. If the tumor is encapsulated, 
as many of the malignant tumors are, or if 
they are reasonably superficial, it 1s possible 
to remove them, and with reasonable assur- 
ance against recurrence; but in cases of dif- 
fuse tumors going deeply into the gland, I 
am not in favor of the necessarily mutilating 
operations. 

Dr. Huntington: Is it not a fact that the 
capsule is involved in these cases of encap- 
sulated, malignant tumors, and the sinuses 
outside infiltrated as well? 

Dr. Rixford: I can only answer that by 
saying that I have removed two sarcomas that 
were encapsulated, one five years ago, and 
there was no recurrence up to two months 
ago, 
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Regular Meeting, December, 1901. 
Dr. D. W. Montgomery, the president, in 
the chair. a 
PELVIC ABSCESS. 


Dr. IT. W. Huntington read a paper, “Re- 


port of a Case of Pelvic Abscess, Associated 


with Perforation of the Sigmoid, and Involv- 
ing Resection of a Portion of the Colon.” 
Dr. Dudley Tait: I have had two cases of 
bilateral suppurative tubal lesions, in which 
there was present a high rectal fistula. In 
both instances the discharge of considerable 
pus by the anus made the diagnosis certain. 
While the presence of numerous adhesions 
rendered the removal of the adnexa somewhat 
tedious, no difficulty was met with at the site 
of the intestinal opening. On account of the 
low situation of this opening, I deemed it 
advisable to drain with a small bit of gauze. 
The patient was kept constipated for a week, 
the gauze being then removed. No ill effects 
occurred in either case, healing of the drain- 
age tract occurring within three weeks. In 
small tears of the bowels, even imperfect 
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suturing often suffices, if the omentum can 
be stitched over it. Colostomy followed by 
resection seems a rather formidable procedure 
for a rent in the bowel, especially if the rent 
be small and situated outside the pelvis. 
Dr. E. Rixford: As I understand the propo- 
sition of Dr. Huntington, it.is in cases of ab- 
dominal abscess or suppurative lesion in 
which there is found perforation of the in- 
testine to make an artificial anus as a routine 
procedure, instead of attempting immediate 
closure of the perforation by suture or anas- 
tomosis button. I can easily conceive of cases 
in which this would certainly be the safer 
method of procedure. In strangulated hernia, 
where it'1s doubtful how much of the intestine 
is damaged, it is often expedient to make a 
temporary artificial anus, and in suppurative 
lesions with perforation it would be often 
quite as expedient. Lhe matter of time in 
such operations is often of great importance; 
the patient may be weak from loss of blood 
or from the septic condition which is the 
cause of the trouble; the dissection may have 
taken an unusually long time; the fifteen 
minutes or half hour necessary to make a 
proper suture of an opening in the bowel 
or an anastomosis might be more than the 
patient could safely be kept under the anes- 
thetic. In such cases, especially where there 
is evidence that the infection is an acute one, 
with edema and thickening of the intestina! 
wall, sutures. will not hold, and there is 
danger of spreading the infection if an at- 
tempt is made to do an extensive operation. 
If, however, the infection is one of low viru- 
lence, and is chronic in its persistence, and 
the rent is in such a situation that it can 
be brought to the surface, or is otherwise 
accessible enough to be sutured, I think it is 
better to trim off the edges of the perforation, 
free the whole neighboring portion of intes- 
tine of adhesions, and close the perforation 
by one of the recognized methods of su- 
ture. Unless the adhesions are freed, the 
sutures will not hold. I therefore hardly 
think the procedure is one to be used as a 
routine operation in all of these cases, but 
would consider it one procedure among other: 
which is of very great value, to be kept in 
mind, and to be used under certain circum 
stances. As I said, the previous part of the 
operation having taken a long time, it may 
be necessary to make haste. Again, the 
condition of the bowel wall may be such that 
it is difficult to say how much should be 
trimmed away in making the union. I do no! 
think any very definite rule can be laid down 
to cover all cases, but the skill of the surgeon. 
his individual experience, and his capacity tc 
grasp the problem in each particular case 
must be the guide; and I would say that this 
procedure of making an artificial anus, to be 
closed later, will often be found to be of value 
‘Dr. J. Henry Barbat: I believe that. Dr 
Huntington did a wise thing in this case. 
The gut, at the point of communication with 
a pus sac, is in a diseased condition, and 1s 
therefore poor material to try to sew, as we 
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almost always have a breaking down of tissue, 
and a fistula following; so that, if it is un- 
wise to resect the diseased portion of gut, 
it is better to put in drainage, so as to be 
able to handle the fistula, if it occurs; or, if 
the gut can be brought up to the abdominal 
wall, the method which Dr. Huntington 
adopted would seem to be indicated. In a 
case in which I rem-ved a large fibroid a few 
months ago, I found a strong adhesion be- 
tween the posterior wall of the uterus and 
the anterior wall of the rectum; and during 
the dissection I tore a hole in the rectum, 
which was sewed immediately, but failed to 
unite on account of the diseased condition 
of the rectal wall. Fortunately I had an- 
ticipated this possibility, and used drainage, 
and closed the fistula at a subsequent opera- 
tion. In this case it would have been im- 
possible to have brought the gut up to the 
abdominal wall, as the tear was below the 
brim of the pelvis; but in cases where we 
have a tear in a diseased portion of intestine 
which can be brought up to the abdominal 
wall, we should either resect or make an arti- 
ficial anus. 

Dr. Rixford: I want to take exception to 
one thing Dr. Barbat said, viz., that this pro- 
cedure would be indicated in perforation of 
any part of the small intestine. It occurred 
to me while he was speaking that the small 
intestine, particularly its upper part, would 
be the very place above all others where the 
procedure of making an artificial anus would 
not be indicated. The discharges in this part 
of the intestine are digestive fluids, which 
erode the skin and cause excruciating suf- 
fering. The artificial anus does very well 
near the ileo-cecal valve, but even better in 
the colon. This procedure of wr. Hunting- 
ton, when directly planned, is new, so far as 
| know. Some years ago I had the honor 
of assisting in an operation in a case such 
as Dr. Huntington describes, where an ab- 
dominal fistula opened into a large pus sac, 


in which one loop of the small intestine con- 


tained several perforations. A gauze com- 
press had been left in the abdomen several 
months before, the wound healing by first 
intention, and the patient returning because 
of a painful swelling just above the navel. 
An aspirator had been passed into the swell- 
ing, and pus found. Perhaps the aspirator 
had something to do with the many holes 
which were later found in the intestine. 
The wounds were all in the small intestine; 
and, after trimming off the edges and free- 
ing the adhesions as far as necessary, three 
or four holes were closed by suture, and the 
remainder were removed by resection of the 
intestine and end-to-end enterorrhaphy. The 
sutures all held, and the wound closed in due 
time, without there having been any sign of 
leak of intestinal contents. I have heard dur- 
ing the last few days that the patient has 


enjoyed perfect health from that time to the 


present. 


Dr. Barbat: In regard to feeding patients 
with fistulas, I have used a method which 
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I think of value, because it prevents the 
passage of any fecal matter through the fistula 
for as many as four weeks, and in some cases 
this suffices to allow the opening in the gut 
to close. I simply feed the patient on some 
of the liquid foods, either panopepton or 
beef peptonoids, giving a tablespoonful every 
three hours, and absolutely no solid food. 
These foods seem to prevent the patients from 
feeling the pangs of hunger, and keep them 
from starvation for some time. I use this 
method in all cases after operation for com- 
plete laceration of the perineum. 

Dr. Huntington: My experience in the past 
in dealing with this class has been for the 
most part unfortunate. I can recall three or 
four cases where I believe the step resorted 
to in this instance would have been thor- 
oughly satisfactory. I am of the opinion that 
entero-vaginal fistulas, which are by no 
means uncommon accidents in surgical ex- 
perience, can be better treated by the forma- 
tion of a preliminary artificial anus than by 
any. immediate attempt at closure of the per- 
foration. It seems to me a very rational pro- 
cedure, when confronted by a pelvic cavity 
soiled by a purulent collection, whether in- 
fected or sterile, first, to empty and drain the 
pelvis, and, secondly, to turn the fecal current 
away from the contaminated area. The mat- 
ter of dealing finally with a superficial fecal 
fistula is comparatively simple, and may be 
brought to a successful issue either by spon- 
taneous closure or by bowel resection. 


EPITHELIOMA OF THE TONGUE. 


Dr. E. Rixford: The members of the so- 
ciety will remember a patient I presented at 
the October meeting, from whom I had re- 
moved the entire tongue for epithelioma by 
Kocher’s method, making a deep dissection 
of the neck on both sides to remove infected 
lymph glands, and to ligate the lingual arteries 
at their origins. To-night I have to report 
his death and the results of the autopsy. 
When he appeared before the society, he was 
beginning to cough and expectorate consid- 
erably, the signs being those of an ordinary 
bronchitis. The cough continued, the expec- 
toration increased, and the man rapidly lost 
flesh, to the amount of twenty pounds or more. 
His appearance was that of a man rapidly 
succumbing to pulmonary tuberculosis. Ex- 
amination of the sputum, however, failed to 
show tubercle bacilli He was put upon 
whisky and as nourishing a diet as could be 
arranged, but the trouble progressed. There 
was no other hypothesis tenable but the 
presence of metastases in the lung. One day 
he appeared in my ward in the County Hos- 
pital He was cyanctic and gasping for 
breath, expectorating with great difficulty 
quantities of purulent sputum, with pulse very 
rapid and scarcely perceptible. He died in a 
few hours. Autopsy was performed by Dr. 
Ophuls, who found numerous metastases in 
the lungs, pancreas, and kidneys. One can- 
cerous mass in the left lung had sloughed 
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into the pleura, and had given rise to an em- 
pyema. There was also endocarditis and 
metastasis in the-endocardium. From a sur- 
gical standpoint it is interesting to know that, 
after. a careful dissection of the neck, no 
metastases or recurrent nodules of tumor 
were found near the site of the operation, 
which fact serves chiefly to suggest that the 
radical operation should have been done 
sooner. lhe operation of excision of the 
tongue was done on March 16 last, and the 
patient died two weeks ago, 1. e., about eight 
months afterwards. 


HOSPITAL REPORTS. 


THE CLINICAL USE OF THE PESSARY. 


It is a principle in surgery that non- 
operative proceedings are to be preferred if 
they give permanent relief. In the treatment 
of persistent retroversion and_ retroflexion, 
the pessary 1s in many cases of signal value, 
and should be tried before severer steps are 
taken. The successful application of a pes- 
sary, however, often requires most persever- 
ing and ingenious work. The cases below 
give the results from the use of pessary in the 
clinic. Case 1. Mrs. B. complained of numb- 
ness of the leit leg and pain m uterus and 
ovarian regions. Uterus found retroflexed. 
Treated one month with glycerin and boric 
tampons. Smith pessary was then used; 
later a Hodge was tried. This it was neces- 
sary to remodel, as a superficial erosion re- 
sulted. Finally a comfortable pessary was 
fitted, which kept the uterus in proper po- 
sition. She was under observation for six 
months, and expressed herself as relieved of 
her symptoms. Case 2. Mrs. B., Dec. 6, 1900, 
repair of cervix and perineum. Jan. 31, IQOT, 
examination showed uterus freely movable, 
prolapsed, and retroverted: ligaments very 
yielding: Smith pessary fitted, but patient said 
it made her nervous, and she could not wear 
it. She was emaciated and _  neurasthenic. 
Tonics and rest advised. Dec. 23, I9QOI, pa- 
tient growing stout: good color; feels fine. 
No pessary worn at present. Case 3. Mrs. 
L. complained of constipation, dysmenorrhea, 
and menorrhagia. Uterus found retroverted 
and subinvoluted. Curetted Aug. 29, IQOI. 
November 
inspected once in two weeks; patient advised 
to take knee-chest position on rising and re- 
tiring; says she is much improved; has no 
pain, and her periods are regular and pain- 
less. Case 4. Mrs. McK. came complaining 
of pain in side and bearing down in back. 
Examination showed lacerated perineum and 
retroversion. The uterus was fixed in 
Douglas’ pouch and to the right side of pel- 
vic’ wall. The patient was put in a dorsal 
position, the cervix grasped with a volsella 
and pulled. down and forward, the fingers of 
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the left hand breaking up adhesions around 
the fundus and pushing it forward as far as 
possible. The cervix was then pushed back- 
ward and upward. lhe patient was next 
put in the knee-chest position, and was told 
to breathe deeply. On inserting the sound, 
the fundus was found again in retroflexion. 
It was turned into position, and olvcerin and 
boric acid tampons were inserted to support 
it. After six similar treatments, a modified 
Smith pessary was fitted. This pessary is 
inspected every week or two. There is still 
some retroflexion and dextro-deviation of the 
uterus, but it is well supported, and Doug- 
las’ pouch is empty. Patient feels so well! 
it 1s hard to persuade her to return for in- 
spection. Case 5. Mrs. S. Complained of 
prolapse of uterus, constipation, and pruritis. 
Examination showed _ cystocele,  rectocele, 
prolapse of uterus, uterus freely movable. 
Pessary inserted July 11, t901. This has 
proved a very hard case. The vagina is short 
and small, and outlet much relaxed. Though 
the uterus is well supported by pessaries, still 
she complains that they are not comfortable. 
Numerous attempts to fit her have failed to 
secure satisfactory appliance. Such a case 
can be benefited only by operation. Case 6. 
Mrs. B. Complained of pain in back and in 
left. ovarian region. Uterus is_ retroverted, 
and there is a small, inflammatory mass in 
region of left ovary. On August 5 pessary 
was inserted, but was painful. It was re- 
moved and tincture iodin and tampons ap- 
plied every three or four days, with patient 
in knee-chest position, until August 27, when 
there was improvement in local symptoms, 
but uterus still remained retroverted. A pes- 
sary was again fitted, but patient returned, 
saying it was very uncomfortable. Operation 
was advised, but patient did not return. 
Case 7. Mrs. J. Complained of backache. 
dysmenorrhea, menorrhagia, metrorrhagia: 
was curetted; cervix and perineum repaired. 
Later uterus was still found retroverted. A 
modified Smith pessary was fitted; was 
changed once; now acts well, uterus being in 
anti-position. Reports once a week or so for 
inspection. Says her backache is gone and her 
periods are painless and regular as when she 
was a girl. Case 8. Mrs. P. Complained of 
intense backache. Uterus found retrovertec 
and prolapsed, with great relaxation of vaginal 
outlet. Repair of perineum advised, but not 
consented to. Uterus kept in place by 
glycerin and boric tampons for a month. 
October 4 Smith pessary fitted, but was un- 
comfortable. Tampons were used a_ few 
times; later a Hodge pessary fitted. After 
many changes, a comfortable one has been 
found that retains the uterus in excellent posi- 
tion. Case 9. Mrs. K., age 45, weight 220 
pounds, complained of ovarian pain and 
backache. Uterus found retroverted and 
prolapsed, and a doughy mass in left side of 
pelvis. [he pessary at first caused a deep in- 
dentation and slight erosion of the left vag- 


inal wall, though patient said her back felt 
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better when wearing it. After treating a 
month with tampons, a pessary 
again. which proved satisfactory. Her ova- 
rian pain continued, however, and, after wear- 
ing the pessary a year, a supra-vaginal hyster- 
ectomy and double salpingo-oophorectomy was 
performed. Case 10. Mrs. V. Neurasthenic; 
complained of constipation, ovarian pain, throb- 
bing of the aorta, and flushes. Examination 
showed relaxed outlet, -retroverted uterus, 
endometritis, and cystic left ovary. Hodge 
nessarv was worn with comfort for six 
months, when she passed from observation. 
It held up the uterus well, and relieved pain 
and dragging in the back. Summary: Of 
these cases, six have given satisfactory re- 
sults (i, 3, 4,.7, 5 10). Ig case 8 repair of 
the perineum is further indicated, and in 9, 
while the pessary relieved the backache, an 
operation was necessary for inflamed ap- 
nendages, In three cases (2, 5, 6) the nerv- 
ous condition of the patients would not allow 
the presence of a foreign body in the vagina. 
In two cases (1, 9) slight erosions were 
caused by the first pessaries tried. lwo 
cases showed no improvement, and can be 
benefited only by operation. On the whole, 
experience shows that the pessary is a very 
useful adjunct to gynecological practice. 
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“The Pathology and Treatment of Sexual 
Impotence.” By Victor G. Vecki, M. D. 
Third edition, revised and enlarged. 12 mo., 
329 pages. W. B. Saunders & Company, 
1901, Philadelphia and London. Cloth, $2.00 
net. The reading part of the medical profes- 
sion of America and England has passed judg- 
ment on this monograph. The whole subject of 
sexual impotence and its treatment is discussed 
by the author in an exhaustive and thoroughly 
scientific manner. The former edition was 
exhausted in less than two years. In this 
edition the book has been thoroughly revised, 
‘nd new matter has been added, especially to 
the portion dealing with treatment. It 1s a 
well-written, scientific work, and can be rec- 
ommended as a. scholarly treatise on its sub- 
‘ect. Treatment is given an especial place 
ind prominence, as it deserves. It is com- 
lete, thorough, scientific, and reliable. 


“International Clinics,” vol. 2, eleventh 
eries. J. B. Lippincott Co., Philadelphia, 
‘901. This valuable quarterly presents its 
isual. excellent medical and surgical reading 
matter before us in this issue. Apropos of 
the use of cocain in spinal anesthesia we have 
‘wo articles, one on “Surgical Analgesia,’ by 
‘he injection of this drug into the spinal canal, 
oy Tuffier, of Paris; the other dealing with 
he Oxytocic Effect of the Lumbar Injection 
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of Cocain, Particularly to Induce Labor, by 
Doleris, of Paris. A readable and convinc- 
ing article on the treatment of “Puerperal 
Eclampsia” by saline diuretic infusion, based 
on 22 cases, by Robert Jardine, M. D., of Edin- 
burgh. “Locomotor Ataxia” is ably dealt 
with in three articles by Frankel, M. Allen 
Starr, and Fournier. Under surgery we have 
abstracts of Dr. Deaver’s Saturday clinics at 
the German Hospital. The other departments, 
obstetrics, pediatrics, pathology, etc., are pre- 
sented with the usual clearness and excellence. 


“International Clinics,” vol. 3, eleventh 
series, 1901. J. B. Lippincott Co., Philadel- 
phia, 1901. “Subarachnoid Injection” of co- 
cain is still a matter of abiding interest, and 
in this volume we have an article on its draw- 
backs and the accidents due to it, by Paul 
Reclus, M. D. Solomon Solis Cohen, M. D., 
contributes an article on “Cardiac Disease” 
due to lead poisoning; syphilis of the throat: 


‘phantom tumor of the abdomen in a male. 


Dr. Howard Lilienthal presents an article in 
which he deals at some length on “Some Acute 
Affections of the Gall-bladder and Its Asso- 
ciated Ducts.” George M. Edebohls recounts 
a case in which he did a double nephropexy 
and inversion of the vermiform appendix. 
Besides these articles mentioned, there are 
many others equally interesting and instruc- 
tive. In addition are to be found plates and 
figures illustrating the articles. There are 
289 pages of authoritative and carefully- 
written matter. 


“A Text-book of Medicine for Students and 
Practitioners ;” by Dr. Adolph Strumpell, Pro- 
fessor and Director of the Medical Clinique 
at the University of Erlangen. Third Amer- 
ican edition. Translated by permission from 
the thirteenth German edition, by Herman F. 
Vickery, A. B., M. D., Instructor in Clinical 
Medicine, Harvard University; Visiting Phy- 
sician to the Massachusetts General Hospital; 
Member of the Association of American Phy- 
sicians; Fellow of the Massachusetts Medical 
Society, etc., and Phillip Coombs Knapp, A. 
M., M. D.; Ex-President of the American 
Neurological Association; Clinical Instructor 
in Diseases of the Nervous System, Harvard 
University; Physician for Diseases of the 
Nervous System, Boston City Hospital; Fel- 
low of the Massachusetts Medical Society, 
etc.; with editorial notes by Frederick C. 
Shattuck, A. M., M. D.; Jackson Professor of 
Clinical Medicine, Harvard University; Visit- 
ing Physician to the Massachusetts General 
Hospital; Member of the Association of Amer- 
ican Physicians; Fellow of the Massachusetts 
Medical Society, etc.; with 185 illustrations in 
the text and one plate. D. Appleton & Co., 1901, 
New York. This excellent, standard work on 
the practice of medicine has passed through 
thirteen editions in the author’s language, al- 
most an edition a year since 1893. This is the 
third American edition, and while in a sense 
it is a new book, being almost wholly rewrit- 
ten, it combines all the many merits of the 
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original work with the advantages of the latest 
medical thought, research, and knowledge. In 
comparing this volume with the American 
edition preceding it, we note numerous addi- 
tions and improvements; some of it has been 
completely altered by revision,—that dealing 
with stomach diseases, gall-stones, and intes- 
tinal parasites, etc. A chapter has been added 


by the translator upon the plague, and various 
notes have been added, which will prove val- 
uable to the practitioner in this country. The 
plates, cuts, and illustrations generally are 
good, the list of illustrations amounting to 
almost 200; paper and binding are in keeping 
with the excellence of the valuable work. 
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“Etidorhpa,” or “The End of the Earth.” 
The strange history of a mysterious being 
and the account of a remarkable journey; by 
John Uri Lloyd, author of “Stringtown on the 
Pike;” with many illustrations by J. Augustus 
Knapp. Eleventh edition, revised and en- 
larged. Dodd, Mead & Co., New York, I901. 
This volume has in it all the thrill of a stir- 
ring romance and the deep interest of a sci- 
entific volume. It is a marvel of word pic- 
tures, fascinating, beautiful, and learned. The 
illustrations, by J. Augustus Knapp, are ex- 
quisite, and the typography of the work cor- 
responds with its artistic finish and its literary 
beauties. 


